on the right nasal side wall, which was non movable and tenderness to palpation (Fig. 1) . Contrast enhanced computed tomography revealed an ovalshaped nodule that was located in the right nasal dorsum subcutaneous fat layer, most suspected dermoid cyst. It was very close to the nasal bone, but there was no bony erosion and destruction (Fig. 2) .
The mass was excised using a direct incision under general anesthesia. In operation, the mass are adhered to the skin, fascia and small vessels. The mass including attached skin was separated from the underlying nasalis muscle. We biopsied the lesion and the pathology report classified it as a leiomyoma with degeneration change in central area, confirmed based on the immunohistochemistry showing desmin negativity and smooth muscle actin positivity (Fig.  3) . After the resection of the lesion, the patient underwent an observation of 3 months' follow-up, and no recurrence was detected (Fig. 4) .
Soft tissue leiomyomas can be subdivided into three distinct groups. The most common form, the cutaneous leiomyoma, arises from the erector pili muscles of the skin and the deep dermis of the scrotum, labia major, and nipple [3] . The second group of soft tissue leiomyomas, the angioleiomyomas (also known as angiomyomas or vascular leiomyomas), are differentiated by their subcutaneous location and histology, which is characterized by a conglomeration of thick-walled vessels associated with smooth muscle tissue. These are solitary lesions and most commonly present in the adult, with two thirds occurring in the fourth through sixth decades. These lesions are typically small ( < 2 cm) and located Leiomyomas are benign tumor of smooth muscle origin, most commonly found in the uterus and gastrointestinal tract [1] . Less than 1% happen in some head and neck structure [2] . Especially, they are rare in nose because of paucity of smooth muscle. Almost those cases are usually confined to the subcutaneous tissue and skin, rarely occurring in the deep tissue. We report a 10-year-old female with leiomyoma of the nasal dorsum arising from the deep tissue.
A 10-year-old female was referred to our hospital with a slowly increase in the size of mass for the last 4 years. She has no history of trauma in the years just before the tumor was recognized. Physical examination showed a oval shaped 1.5 × 1 cm mass
Fig. 2.
Axial enhanced computed tomography scan shows an oval-shaped nodule that was located in the right nasal dorsum subcutaneous fat layer, close to the nasal bone. Images in the extremities [3] . The third group, leiomyomas of the deep soft tissues, may be located in the deep soft tissues of the extremities or the retroperitoneum. The retroperitoneal variety is more commonly found in females, possibly reflecting an origin from hormonally sensitive smooth muscle. Deeper lesions are usually larger, probably because of a delay in detection, and frequently present carried histological alterations, more likely to be confused with leiomyosarcoma [3] . Prior to our report, some cases were reported, but almost nasal cavity and paranasal sinus, in the second group. In our case, younger patient has an isolated, nodular soft tissue mass in the external nose that was large enough to approaching the nasal bone imaged with CT. It was a nonvascular leiomyoma originating from deep tissue, with degeneration change.
Among the soft tissue tumors in the head and neck area, 96% area known to be benign, and leiomyomas comprise only 1.3% of them [4] . Although there are no malignant degeneration report, the presence of benign areas of leiomyoma within leiomyosarcoma specimens raises such a possibility [1] . Recently, immunohistochemistries with mitosis-specific reagent phosphohistone-H3 and Ki-67 were even reported because of the differentiated surgical plan [5] . Therefore, leiomyoma must be differentiated from neurofibroma, angiofibroma, schwannoma, myofibroma, leiomyosarcoma, and surgical excision with postoperative histopathologic analysis should be considered. 
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Extraskeletal Ewing's sarcoma (EES) is a rare round cell malignant neoplasm with rapid growth and an uncharacterized mesenchymal cell origin, and it is histologically similar to Ewing's sarcoma (ES) arising from bone [1] . EES was first described as a paravertebral 'round cell' tumor morphologically resembling ES of bone by in 1969 [1, 2] . In 1975, a review of 39 patients was reported about malignant soft tissue tumors not arising from bone but with histomorphologic characteristics similar to primary osseous ES [1, 2] . The sites of involvement varied, yet there appeared to be a tendency to involve the paravertebral region, intercostal area, lower extremities and pelvis [1] . EES rarely occurs in the head and neck region, with only five cases reported in a series of 118 patients in the four largest series in the English literature [1, 3] . Furthermore, another report indicated that only 5% to 11% of EES cases occur in the head and neck region, and the nose, eyelid, nasopharynx, parotid gland, scalp, and parapharyngeal space have been described [3, 4] .
However, we encountered EES on the forehead. To the best of our knowledge, there have been no reports regarding EES originating from the forehead. Two years ago, a 35-year-old male patient presented with a palpable and non-tender mass. The mass size was 2 × 2 cm, and there were no other problems. Excision was performed in a local clinic one year ago. After excision, he had no clinical symptoms. However, 3 months ago, a 1 × 1 cm mobile, protruding mass recurred on the patient's forehead (Figs. 1, 2) . The patient visited our department for further evaluation and treatment. At the initial physical examination, lymph node enlargement in the neck, weight loss, tenderness and other clinical problems were not observed.
Radiologic evaluation demonstrated no invasion or any destruction of the frontal bone. X-ray examination showed a soft tissue mass with muscle tissue invasion that was without calcification or onion skin-like radiation characteristics, which are specific to osseous ES (Fig. 3) .
Under local anesthesia, excisional biopsy was performed. An approximately 1.0 × 1.0 cm tissue mass was excised. The pathologic report revealed monomorphic proliferation of small, blue, round cell tumors with scanty cytoplasm and the absence of rosette-like structures (Fig. 4) . Immunohistochemical staining demonstrated that the tumor cells were positive for vimentin, CD99, CD56, and neuron- 
